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ABSTRACT
Objective: To study the extent and sources of anxiety among employees of Universiti Sains Malaysia.
Methods: This was a cross-sectional study over a period of 4 months. A total of 300 employees of Universiti Sains Malaysia 
attending the staff clinic was recruited and given self-administered questionnaires including the Hospital Anxiety and 
Depression scale (HADS), Job Stress Scale and Life Event Scale to assess anxiety, job stress and life events, respectively.
Result: The prevalence of anxiety among employees attending the staff clinic were 14.3% overall, 18.5% for males and 
10.4% for females. Using multiple logistic regression, 4 independent variables were noted which include number of children, 
LCU score, relationship with supervisor and gender. 
Conclusion: The prevalence of anxiety among employees attending the staff clinic was comparable to other similar studies. 
The strongest predictor of anxiety in this study was poor relationship with superior with OR 9.58. This was followed by life 
events (i.e., high LCU scores) with OR 6.52 and number of children 5 or more with OR 3.40. 
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The pivotal role of mental health of employee toward their overall 
health is increasingly being recognized. Mental health issues can be a 
contributory factor to a range of physical illnesses including hyperten-
sion, diabetes and cardiovascular conditions, amongst others. In addi-
tion, it can also lead to burnout amongst employees, seriously affecting 
their ability to contribute meaningfully in both their personal and pro-
fessional lives1).
Work-related stress is a major cause of poor productivity and human 
error. This means increased sickness absence, high staff turnover and 
poor performance in the organization and a possible increase in acci-
dents due to human error. It could also manifest as heart disease, back 
pain, headaches, gastrointestinal disturbances or various minor illnesses; 
as well as psychological effects such as anxiety and depression, loss of 
concentration and poor decision making2).
Mental health issues affect employers and businesses directly 
through increased absenteeism, reducing productivity and profits, as 
well as an increase in costs to deal with them3). In the UK, it is estimated 
that around 30-40% of the sickness absence is attributable to some form 
of mental illness. While in the Netherlands, around 58% of the work-re-
lated disabilities are related to mental health4). In Malaysia workforce, 
the time lost to sickness absence was estimated to be 1.60, 1.63 and 2.94 
days in a year in government, semi-government and private agency, 
respectively5).
The number of university in Malaysia has increased tremendously 
in the past few years. As the universities are now setting new goals to 
achieve better academic ranking, the university staff could face plenty 
of challenges leading to increased job stress and reduced job satisfac-
tion6). Nevertheless, university employees are a relatively under-re-
searched population, with the primary focus to date being student health 
and wellbeing7). Therefore, this study aimed to study this population in 
order to gather invaluable data concerning the extent and sources of 
anxiety including job stress among the employees of a public university. 
METHODS
Study setting and subjects
This is a descriptive cross-sectional study. All categories of workers 
attending health center in Hospital Universiti Sains Malaysia from 
December 2001 to March 2002 were invited to participate in the study. 
A minimum sample size of 250 was determined using a single propor-
tion formula. All the subjects were cooperative, literate and able to 
understand the Malay language. Those with evidence of organic brain 
syndromes, history of substance abuse, known case of severe mental ill-
ness such as schizophrenia or bipolar disorders, or already under fol-
low-up at psychiatric clinic for any treatment including counseling or 
psychotherapy were excluded from the study. The respondents were 
given all the questionnaires while they were attending the staff clinic.
Measurements
a. The Hospital Anxiety and Depression Scale (HADS). The HADS 
is a brief 14-item self-report questionnaire that is widely used to assess 
the levels of anxiety and depression among patients in non-psychiatric 
   C   2018 Japan Health Sciences University
             & Japan International Cultural Exchange Foundation
Othman Z. et al.144
hospital or clinic8). It can be administered to patients in approximately 5 
0 minutes. The scores are then summed to produce two subscales corre-
sponding to Anxiety (HADS-A), and Depression (HADS-D). An overall 
total can be derived to indicate the level of psychological distress. Cut-
offs between 8 and 10 has been advocated for 'possible cases', and 
scores of 11 or more for 'definite cases', The HADS is a valid and reli-
able screening instrument for mental health problems. It was demon-
strated that the HADS is a more consistent measure for detecting gener-
alized anxiety disorder (sensitivity ranging from 59 to 93%, and speci-
ficity ranging from 73 to 90%), compared with depressive disorders 
(sensitivity ranging from 14 to 90%, and specificity from 73 to 100%). 
The combined HADS scores perform similarly in detecting either 
depressive or anxiety disorders with sensitivity ranging from 20 to 92%, 
and specificity from 74 to 95%. Although the HADS was originally 
developed to identify caseness of anxiety disorders and depression 
among patients in non-psychiatric hospital clinics, the questionnaire 
also performs well in assessing the symptom severity and caseness of 
anxiety disorders and depression in somatic, psychiatric and primary 
care patients and in the general population9). The Malay version of 
HADS was available and used in this study10).
b. Job Stress. Each of the 20 items is self-rated from 0 (never) to 4 
(almost always). Scores of 0-25, 26-40, 41-55 and 56-80 indicate ade-
quate coping with job stress, suffering from job stress and would be 
wise to take preventive action, needing to take preventive action to 
avoid job burnout and suffering from job burnout, respectively11).
c. Life Event Scale. This self-administered questionnaire containing 
a list of 43 events to which subjects respond by checking those events 
that they have experienced during the recent past (previous 6 months or 
1 year). To determine the scoring weight for specific events, Holmes 
and Rahe (1967) had a large group of subjects rating each of the 43 
items with regard to the amount of social readjustment that the various 
events required. The item marriage (assign value of 500) was used as an 
arbitrary standard or anchor point for making ratings. Mean value was 
Table 1. Socio-demographic characteristics of anxious 
vs. non-anxious employees
variables	 HADS-A	≥	9		 HADS-A	<	9		 P	value
 (n = 43) (n = 257)
 N (%) N (%)
Age (years)
<	30	 17	(39.5)	 69	(26.8)	 0.170
30-40 21 (48.8) 137 (53.3)
> 40 5 (11.6) 51 (19.8)
Gender
Male 27 (62.8) 119 (46.3) 0.049
Female 16 (37.2) 138 (53.7)
Ethnic group
Malay 43 (100.0) 250 (97.3) 0.599
Non Malay 0 (0.0) 7 (2.7)
Education
Primary 11 (25.6) 79 (30.7) 0.594
Secondary 32 (74.4) 17 (68.1)
Tertiary 0 (0.0) 3 (1.2)
Marital status
Single 5 (11.6) 51 (19.8) 0.439
Married 37 (86.0) 200 (77.8)
Divorced/ 1 (2.3) 6 (2.3)
widow
No. of children
0-2 21 (48.8) 148 (57.6) 0.029
3-4 10 (23.3) 77 (30.0)
≥	5	 12	(27.9)	 32	(12.5)
Occupation
Professional  2 (4.7) 10 (3.9) 0.562
group
Support  10 (23.3) 79 (30.7)
group 1
Support  30 (69.8) 154 (59.9)
group 2
Others  1 (2.3) 14 (5.4)
Table 2. Health status, psychosocial and work related risk fac-
tors of anxious vs. non-anxious employees
variables	 HADS-A	≥	9		 HADS-A	<	9		 P	value
 (n = 43) (n = 257)
 N (%) N (%)
History of medical illness
Yes 2 (4.7) 19 (7.4) 0.749
No 41 (95.3) 238 (92.6)
History of surgical operation
Yes 6 (4.0) 30 (11.7) 0.618
No  37 (86.0) 227 (88.3)
Physical health status
Good 20 (46.5) 130 (50.6) 0.294
Fair 19 (44.2) 117 (45.5)
Bad 4 (9.3) 10 (3.9)
Mental health status
Good 21 (48.8) 147 (57.2) 0.036
Fair 17 (39.5) 102 (39.7)
Bad 5 (11.6) 8 (3.1)
Job stability
Yes 35 (81.4) 234 (91.1) 0.062
No 8 (18.6) 23 (8.9)
Relationship with superior
Good	 34	(79.1)	 248	(96.5)	 <	0.001
Poor 9 (20.9) 9 (3.5)
Work achievement
Yes 35 (81.4) 223 (86.8) 0.346
No 8 (18.6) 34 (13.2)
Someone to talk to
Yes 11 (25.6) 36 (14.0) 0.068
No 32 (74.4) 221 (86.0)
Major life event
Yes 9 (20.9) 35 (13.6) 0.243
No 34 (79.1) 222 (86.4)
LCU score
<	150	 6	(14.0)	 109	(42.4)	 <	0.001
150-300 14 (32.6) 86 (33.5)
> 300 23 (53.5) 62 (24.1)
Job stress category
Positive 21 (48.8) 80 (31.1) 0.035
Negative 22 (51.2) 177 (68.9)
Table 3. Logistic regression model for predictors of anxiety
Risk factors Beta Wald P  Odd  Confidence 
   value ratio  interval 
    (OR) (CI)
no. of children 1.224 6.998 0.008 3.40 1.373-8.420
LCU	score	 1.875	 13.452	 <	0.001	 6.52	 2.394-17.754
Relationship with  2.259 15.234 0.036 9.58 3.079-29.771
supervisor
Gender	 -0.801	 4.400	 <	0.001	 0.45	 0.213-0.949
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obtained for each of the item. These mean values (divided by the con-
stant of 10) were taken to represent the average amount of social read-
justment required by the events. The values termed life change unit, 
when summed yield a total life stress score12,13).
Statistical analysis
Data entry and analysis were done using SPSS software. The chi-
square test was used to assess the association between psychological 
distress, anxiety, and categorical factors. Stepwise logistic regression 
analysis was used when multiple variables were considered simultane-
ously. All the independent variables were entered into the model using 
stepwise	multiple	logistic	regression	with	entry	criteria	of	p	<	0.05
RESULTS
None of the employees approached during the study refused to par-
ticipate and thus all were recruited into the study. However, 12 of them 
were excluded from the analysis due to incomplete data giving the final 
number of sample at 300. Males and females were equally represented 
in this study, females accounting for 146 (49%) and males 154 (51%). 
Majority were in the age group 30-40 and less than 30 years old 
accounting for 158 (52%) and 86 (29%), respectively. About 19% were 
more than 40 years old. Majority were Malays. Other ethnic group 
included 5 Chinese, 1 Indian and 1 Siamese. 237 (79%) were married, 
56 (19%) were single and 7 (2%) were divorced or widow. Secondary 
education as their highest education in 207 (69%) of samples. 90 (30%) 
received tertiary education. With regard to life events, the sample were 
divided	into	3	categories	in	which,	115	(38.3%)	scored	<	150	LCU,	100	
(33.3%) scored 150-300 LCU and 85 (28.3%) scored > 300 LCU indi-
cating 1-in-3 chance of serious health change, 50-50 chance of experi-
encing a serious health change within 2 years and high risk of develop-
ing a health problem, respectively. The 5 most frequent life events were 
celebrating Hari Raya Puasa, change in financial state, vacation, change 
in living condition and gain in a new family member.
The prevalence of anxiety was 14.3% in which 43 out of 300 
respondents scored 9 and above on the HADS-A. The remaining 257 
(85.7%) respondents scored below 9 and were considered as non-anxi-
ety group. The prevalence job stress was 34.0% accounting for 102 out 
of 300 respondents. Among them, 91 (30.3%) were suffering from job 
stress but still able to function, 10 (3.3%) need to take precaution to pre-
vent job burnout and 1 (0.3%) had already burnt out from the job stress.
Independent variables possibly associated with anxiety were entered 
into the logistic regression model. The variables were number of chil-
dren, LCU score, mental health status, gender and job stress category. 
The independent variables were entered stepwise into the logistic 
regression model. In the final model, 4 independent variables were 
noted: number of children, LCU score, relationship with supervisor and 
gender. The strongest predictor for anxiety was poor relationship with 
supervisor which increased the likelihood to have anxiety by 10 times. 
There was no significant correlation between those 4 variables.
DISCUSSION
Using of 8/9 as cut-off points for HADS-A in this study, the preva-
lence of anxiety among HUSM employee was 14.3% overall, 18.5% for 
males and 10.4% for females. In a similar study conducted in the 
Netherlands, the data from 7,482 employees participating in the epide-
miological Maastricht Cohort Study on Fatigue at Work revealed anxi-
ety prevalence of 8.2% for males and 10 % for females. The anxiety 
prevalence for overall and males were higher in this study, but was simi-
lar for females. This may be due to differences in recruitment strategy. 
In this study, the sample was from those employees attending the staff 
clinic. In contrast, in the Netherlands study was a large prospective 
study over a 3-year duration involving a total of 12 140 employees from 
45 different companies and organisations at the baseline14). In another 
study of 1,141 female workers at an electrical appliance manufacturing 
plant using the Korean version of the Beck Anxiety Inventory, the prev-
alence of anxiety symptoms was 15.2% and was significantly associated 
with poor sleep quality15).
In this study, poor relationship with superior was the strongest pre-
dictor of anxiety with OR of 9.58. This is consistent with several studies 
which had identified this factor as contributing to the anxiety. In a longi-
tudinal survey in a Japanese electronics company, 'poor relationship 
with superior' had the largest hazard ratio (CI) of 1.51 (1.06 .15) among 
workers who complained of perceived job stress16). In a 2 year cohort 
study involving 782 workers at a precision machine production compa-
ny, 'poor relationship with superior' had a significant mental health only 
in women, with an adjusted OR (95% CI) of 3.79 (1.65 to 8.73)17). 
Additionally, a cross-sectional study involving 1086 employees of a 
Quebec university, found the relationship with one's superior was 
among 3 factors systematically reported as high risks to employees' 
health. The other 2 factors were work overload and participation in deci-
sion making18).
Dealing with difficult superiors are common reason for office stress. 
It can be solved by improving communication skills. Sometimes, the 
superior may set unreal targets, where an honest discussion can bring 
out what deadlines can be met. Tasks that are not part of an employee 
role or skill set can also cause stress. Employees are often made to mul-
titask which could affect their ability to deliver. Communicating with 
superiors about this matter at the earliest is the best way to resolve this. 
The second predictor of anxiety was LCU score with OR 6.52. This 
goes well with the general knowledge that increasing amount of life 
events, whether they were viewed as positive or negative, is associated 
with increased risk of anxiety. For example, it was noted that stressful 
life-event scores were significantly higher in irritable bowel syndrome19) 
and Behcet's disease20) patients than in normal controls. In addition, life 
events has been identified as a predictor for common cold in a number 
of studies21-23).
The third predictors of anxiety in this study were number of chil-
dren 5 or more with OR of 3.40. In general, every family is struggling to 
cope with an increasingly complex world. Individuals are struggling to 
find the right balance between work and family responsibility. Domestic 
issues can affect work where balancing work and home by allotting ade-
quate time for both can help reduce stress.
Finally in this study, males were more likely to have anxiety com-
pared to females. This is in contrast to international data that stated anx-
iety is more common among females. One of the factors that could con-
tribute to the above results was that the male employees in this sample 
had more burden from their family compared to female employees. 
Majority of them worked as support group II and some of them were the 
breadwinners in the family. Therefore, in term of financial support, 
female workers are more stable that could lead to less stress compared 
to male workers. 
CONCLUSIONS
In conclusion, the prevalence of anxiety among employees attend-
ing the staff clinic were 14.3% overall, 18.5% for males and 10.4% for 
females. The predictors of anxiety in this study were poor relationship 
with superior (OR 9.58), high LCU scores (OR 6.52) and number of 
children 5 or more (OR 3.40). The results would assist in planning of 
services, allocation of resources and training of personnel while provid-
ing better patient care.
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